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unique to the cardiovascular physician, but the large an 
growing number of patients with cardiovascular diseases 
heightens and emphasizes the problems. The ethical issues 
under discussion are 
forces affecting our s 
part, the acceptance bythe public of 
a multitude of scientific advances, 
and the emergence of complex soci 
It has been suggested that “ 
occurred in medical ethics in 
preceding history” (7). Perhaps Seigler (8) most succinctly 
states the ethical issues facing physicians: “The central 
moral dilemma facing concerned patients and conscientious 
physicians today is to balance the rights of patients and 
responsibilities of physicians with the rights of physicians 
and the responsibilities of patients at a time when societal 
values and expectations are changing.” Indeed, the mere 
fact that his conference, Ethics in Cardiovascular Medicine, 
was heId should be regarded as a healthy exercise because 
“traditions of ethics are best defined by their conflicts, and a 
profession is in good working order when its members are 
actively engaged indebate about he central values” (9). 
The physician’s primary ethical responsibility is rhe 
health and well-being of the individual patient. Embodied in 
this responsibility is the obligation to act in ways that will 
benefit the patient, including education on matters pertaining 
to disease prevention and health maintenance. The corollary 
obligations are to maintain confidentiality, o avoid harming 
the patient, o proceed in accordance with the wishes of the 
patient once the appropriate information has been presented 
so that an informed, voluntary decision can be made, and to 
act with integrity and place the patient’s benefit before all 
erations i~clMdi~g personal ( 
must be the one to protect 
prerogatives and obligations. 
i 
mpetent, confident, knowledgeable, caring 
cal decisions stolid foster patient partici- 
pation that leads to a consensus between the physician and 
the patient within the confines of social mores, religious 
convictions, legal requirements and the pertinent s andards 
of care developed by the medical profession. 
decisions are increasingly affected by socioeconomic consid- 
erations that must be reconciled with the responsibility of 
the individual physician to a specific paGent. 
The physician, while remaining the patient’s advocate, 
must make cost-conscious decisions as a matter of course. 
However, making specific decisions to withhold care from a 
patient or a group ofpatients on the basis of societal cost 
considerations alone should not be within the purview of the 
individual physician (5). For example, a cardiologist treating 
an elderly patient should weigh the risks, benefits and wishes 
of that patient rather than consider chronologic age alone 
whether an inte~entio~ is a priate. 
lent competence. Physicians rally begin 
with the assumption that patients are mentally corn 
and able to make medical decisions. 
capacity of a patient to make decisions should be assessed 
before the decision-making process is begun. Occasionally 
this may require a formal examination of cognitive and 
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psychologic status using validated screening methods and 
proper documentation. If, after a competent and impartial 
clinical evaluation a judge determines that a patient is 
mentally incompetent to make the needed ecision, alegally 
authorized surrogate decision maker should represent the 
patient. 
Informing the patient. Sufficient time must be spent by 
the physician, especially with an elderly patient, o explain 
the nature of the problem, the choices available and ex- 
pected relevant outcomes, those events that are under 
human control and those that may be subject to chance. The 
physician must be frank about medical data that are fuzzy or 
uncertain. In addition to time for discussion and questions, 
sufficient time should be allowed for the patient to make a 
decision. The patient may not be psychologically prepared to
make final, difficult choices during a single consultation a d 
may require additional time for thought, counseling and 
review of the information provided (10). 
Once appropriate information has been provided, the 
patient may consent to follow the physician’s recommenda- 
tion (informed consent = proper information + voluntary 
decision) (11-14). However, apatient has the right o refuse 
any recommendation. Despite the best efforts of the physi- 
cian to educate and persuade the patient, and even with the 
physician’s conviction that the recommended course or 
procedure is best for the patient, the patient may not 
consent, and that decision must be respected (15). 
Patient refusal of medical dvice. Such refusal is occur- 
ring more frequently and is often related to a failure of 
communication r trust, or both, in the physician-patient 
relation (16). Some patients may not want a specific inter- 
vention for personal or religious regions. Others may be 
uncertain orconfused, sometimes because of contradictory 
information from several health providers. Consulting phy- 
sicians have an obligation to the referring or primary physi- 
cian and to any other consulting physicians todiscuss jointly 
the total health care needs and recommendations so that 
clear and understandable advice may be given to the patient. 
The fact hat in most instances patients respond positively to 
a frank discussion of reasons for refusing medical advice 
emphasizes the importance ofan initial forthright, clear and 
honest discussion. 
Physician refusal to treat. There is also no obligation on 
the part of a physician to provide a specific intervention r
treatment if it runs counter to his or her good judgment (17). 
Under this circumstance, a physician may respond and be 
guided by medical standards, econd opinions or policy 
statements based on socioeconomic guidelines. If disagree- 
ment with a patient cannot be resolved or a proposed 
treatment is morally unacceptable to the physician, transfer 
of the patient to the care of another competent physician is
appropriate. When a physician feels the need for assistance 
in developing medical advice for a patient, or when discor- 
dance develops between a physician’s recommendation and 
a patient’s decision despite respectful persuasion, a second 
medical (or ethical) opinion should be considered by the 
physician or patient, or both. Under these circumstances an 
independent opinion should be sought from another in- 
fomred physician chosen by the physician or the patient 
through consultation with each other. 
Second opinions. Increasingly, third party payers are 
mandating second opinions to confirm the need for cardio- 
vascular interventions (18). This type of second opinion is a 
mechanism for constraining costs for an intervention that is 
perceived to be expensive or overMti$iz~~~ or hascontrover- 
sial implications. In such cases, the physician who is to 
render a second opinion may be selected by the physician 
providing the first opinion. Herein lies a potential for ethical 
conflict. The second physician should have no vested inter- 
est in the outcome and should make every effort not to 
preempt or interfere with the original physician-patient rela- 
tion and not to undermine confidence orauthority. A patient 
should have the right o obtain a third opinion, if desired, and 
to ultimately determine the course of action. The ethical 
consideration f all physicians giving or receiving asecond 
opinion is to ascertain that the best interests of the patient 
are served. It is unethical for physicians asking a second 
opinion to recommend a course of action as a matter of 
collusion or to protect a referring physician if they believe 
that the service of the referring physician is inappropriate. 
Outpatient clinic and practice. Outpatient practice 
has always encompassed the majority of medical care pro- 
vided to people in this country. Economic forces are a 
continuing cause for the considerable shift from inpatient to 
outpatient services. The ethical issues of outpatient practice 
are similar to those of hospital-based practice but problems 
may be more prone to develop because of the lack of the 
restraining influence of peer review (19). 
e&ions 
End-of-life decisions are ethically complex and difficult 
particularly for cardiovascular specialists who have within 
their technologic armamentarium the ability to keep the 
body alive for protracted periods of time. Physicians erve 
their highest function in providing compassionate nd com- 
petent advice under these circumstances and have as much 
responsibility to extend treatment, when judged appropriate, 
as to end it (20-26). Second opinions to support a recom- 
mended change in the course of treatment may be useful, but 
abandonment of the patient is not an option. Physicians must 
attempt early on to learn the life and death preferences of the 
patient or family members or surrogates and to understand 
the motives of each. An advance directive from the patient (a 
prior expressed wish, living will or ap~oi~~tmeot of a 
with decision-making authority) before acrisis occurs is very 
helpful. Then decisions uch as when to treat, resuscitate, 
withdraw or continue life support can be based on patient 
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with A%DS can be div 
The most difficult ethical issues are those fuele 
and the question that must be 
established; in this case, abandonment is not only unethical 
but also illegal. 
Ethical codes and A . Do ethical codes require the 
physician to treat a patient with AIDS (29,30)? Several spe- 
cialty societies have declared that it is the moral obligation of
the physician to care for patients with AIDS (7). Cardiovascu- 
lar physicians must not deny treatment solely on the grounds 
that a patient has AIDS or tests positive for human immuno- 
deficiency virus (HIV). However, aphysician who is emotion- 
ally crippled by fear of AIDS may not be able to properly care 
for a patient. Then it is desirabSe that another physician be 
found who will assume the care of the patient. 
The physician-patient relation has always contained the 
potential for abuse. For example, the same cardiologist may 
obtain a detailed history, carrying out a physical examina- 
atient’s interests 
services and have 1 
programs, utilization reviews, stricter credentiahng policies 
and more elaborate peer review are outgrowths of these 
cone 
C atter uring the past three 
decades, the individual patient has become more insulated 
from matters of cost (1,2). In 1951) the patient paid out of 
pocket 46% of the cost of medical care rendered in this 
country. By 1984 the patient paid only 25% of the cost. In 
recent years changes in the health care field have made it 
easier for physicians to refer a patient for services to a 
facility in which they have a financial interest (defined as 
equity, compensation r debt), thereby increasing the hkeli- 
hood of conflicts of interest. 
The most significant change is the shifting of services 
from an inpatient setting to an outpatient setting where peer 
review, or any kind of review, is unlikely to occur. Simuha- 
neously, cost containment s rategies have resulted in re- 
duced patient volume and reduced income for some physi- 
cians at a time when professional expenses of all kinds as 
well as the general cost of living have been rising. Techno- 
logic developments have spawned new cardiovascular sub- 
specialties such as interventional cardiology and cardiac 
electrophysiology. These changes are graphically illustrated 
by the deveiopment of coronary angioplasty asa therapeutic 
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alternative tocoronary bypass urgery, thereby transform- 
ing many cardiologists into quasisurgeons. The tremendous 
heterogeneity of interventional cardiologists, who range 
from pure referral consultants akin to cardiac surgeons to 
cardiovascular practitioners who treat their own primary 
patients, makes difficult a simple assessment of the ethical 
responsibilities of these very different practices. 
Physician-industry, physician-physician and physician- 
hospital joint ventures have resulted in outpatient freestand- 
ing or mobile cardiac atheterization laboratories, mobile 
echocardiographic units and freestanding nuclear imaging 
units. Hospital competition and marketing practices encour- 
age physicians to refer patients to specific hospitals and 
encourage the introduction ofexperimental diagnostic tests 
or procedures before clinical safety and utility are proved. 
Overutilization, whether or not in conjunction with self- 
referral, has been ascribed to those who would protect a 
certain standard of living, enhance their image, justify the 
use of equipment orpractice defensive medicine (36-41). 
Furthermore, asthese changes were occurring it became 
clear that our society has rewarded physicians more hand- 
somely for time devoted to performing procedures than for 
time spent in cognitive fforts. Therefore physicians tend to 
develop competence in a wide menu of procedures. Such 
relative values and rewards for services have had a profound 
effect on the character of the practice of medicine. They 
have made ven the most conscientious physician a potential 
victim of the appearance of conflict of interest (42). 
Third party payers have realized that o ensure their own 
financial integrity the control of health care-related costs has 
to become afirst priority. They are questioning who deter- 
mines what is best for the patient. They want o be sure that 
potential conflict of interest is not clouding the judgment of 
the physician. They want o know why the use of echocar- 
diography, Holter monitoring, coronary arteriography and 
other procedures varies widely from one geographic area to 
another and among physicians. I  this a matter of quality of 
care? Thinking they know the answer, third party payers are 
now demanding evidence that spending money does indeed 
ensure greater quality of medical care for the patient (32,39). 
Professional nd government guidelines on physician- 
owned facilities. There can be little doubt hat leaders of the 
medical profession have become concerned that members of
their profession may be wavering inthier commitment to the 
stated ethics of medicine. Editorials in a leading national 
medical journal (37,38) emphasize that he patient’s interest 
must be foremost and that a physician’s vested interest 
should always be a matter of secondary concern. The 1989 
edition of the report of the Council on Ethical and Judicial 
Affairs of the American Medical Association (43) contains 
useful guidelines for avoiding conflicts of interest. These 
include the following: 
1. The physician has an affirmative ethical obligation to 
disclose to the patient or referring colleagues ownership 
interest in a facility or therapy prior to utilization. 
2. The physician may not exploit he patient in any way 
by inappropriate or unnecessary utilization. 
3. The physician’s activities must be in strict conform- 
ance with the law. 
4. The patient should have free choice either to use the 
physician’s proprietary facility or therapy or to seek medical 
services elsewhere. 
5. When a physician’s commercial interest conflicts o 
greatly with the patient’s interest as to be incompatible, the 
physician must make alternative arrangements forthe care 
of the patient. 
Additional guidelines might include the following: 
1. Investment i come should not be related to the number 
of referrals or revenue generated by the physici.in owner or 
investor but instead to ownership and equity considerations. 
2. An internal program of utilization review should be 
established in health care facilities to which physician i ves- 
tors refer patients. 
3. Physicians who are not in a position to refer patients to 
a health care facility should be provided with an opportunity 
to invest in the commercial venture on an equal basis with 
referring physicians. 
Recently federal egislation has been passed limiting 
physician ownership of clinical laboratories (32,39). The 
legislation isbased on the premise that a physician with an 
ownership interest in the facility will be less likely to 
exercise independent judgment in making referrals and that 
the physician may tend to overutilize the facility (1). The 
legislation exempts ervices provided within a group prac- 
tice, by clinical laboratories in rural areas and by hospitals 
with a disproportionate share of low income patients. Par- 
ticipation by a physician in other business ventures such as 
diagnostic centers, urgical centers, rehabilitation programs 
and nursing homes is also being examined by Congress. 
From an ethical standpoint, physicians must disclose to 
their patients and to referring physicians their financial 
interest in such enterprises and must be scrupulous intheir 
use of these facilities. In fact, the new legislation requires 
physicians to provide information regarding ownership, in- 
cluding the names and Medicare provider numbers of phy- 
sicians who are investors. The law further instructs the 
Congressional General Accounting Office to study owner- 
ship patterns of hospitals and other facilities by referring 
physicians. The physician should learn the types of financial 
investments that are prohibited by law or that may prove 
medically unethical. 
The serial contract. The physician is entitled to make a 
living from the practice of medicine, but society is entitled to 
expect that physicians will subordimate th ir own economic 
interests o the interests of the patient. The many economic 
and status benefits accorded physicians are, in effect, a quid 
pro quo for the ethical obligation to keep a patient’s welfare 
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e Americas College of Cardiology acknowledges the 
of changireg societal, medical and ec~nQ~ic 
r0Ee in the a~~~~~~~~~ of society’s resources. 
their own ~eimb~~rse 
costs generated by their 
possible to develop astrong diagnostic presu 
alternative methods at less cost. Professiona 
should be sought through peer review at a local or regional 
level. This process hould include credenti 
Local utilization of facilities, rece~ti~catiQ~~ a 
practice guidelines and outcome data (if awl 
technical competence. The prerequisites of good patient care 
for the physician are an awareness of cost and a certain 
restramt in initiating medical serkes not clearly related to 
patient benefit, hereby setting the dice of medicine asid; 
from the business of medicine (6, 
tiona: opinions. 
znd the right of patient, phy- 
r to seek c~~~~ltat~o~ or addi- 
3. The cardiovascular specialist hould make a special effort 
doc~~~e~t patient preferences regarding 
end-of&e treatment tbro~gb some form of advance di- 
rective. 
4. The cardiovascular speciahst bears a m-ml 
5. 
ical care to my patient who is 
interest occurs when a cardiovascular spe- 
i@S 
t9urin.g recent years the medical profession has increas- 
ingly stressed the importance of ethics in all aspects of 
medicine. The ethical obligation of physicians to return to 
society the benefits received from it-that is, the provision 
of pro bono care to the uninsured or underinsured-is being 
reemphaked. More time is being devoted to the teaching of 
medical ethics in medical schools and in postgraduate train- 
ing programs (10). Research on the ethics of the practice of 
medicine and related subjects has been pursued. Medical 
ethics committees have been organized by many hos,pitals 
and ethics consultants inmany centers advise patients and 
members of the patients’ medical teams. These and other 
activities have fostered the development of institutional nd 
patient management policies and have clarified a variety of 
ethical issues. Rather than serving as “‘ethical police” or 
itting the attending physician to transfer di
cialist places personal or tina I interest ahead of the 
welfare and health of a patient. ofessional ccountabii- 
local or regional peer 
review. 
6. The American College of Cardiology encourages and 
supports arenewed edication tothe print 
cal ethics, ~a~~cular~y in the field of 
disease. Cardiovascular specialists are 
participate in the promulgation of medical ethics by 
teaching and by example, individually and with others. 
I<&n L. The conf.ict and paradox of medical practice in corporate 
medicme. Circulation 1986;T4:659-63. 
_. Tarlov AR. The supply and demand for medical sebces and the 
dynamic3 of change. In: Proceedings of the Group Health Institute, 
Washington DC. 1%4. Washington DC: Group Meaith Association of 
America, 1985:35-42. 
decisions to others, the ethical consultant or committee 
should serve to provide support and education i the pursuit 
of all aspects of medicine. General societal ethical va?ues, 
from which medical ethics flowers, are best learned in early 
3. Helfant RW, Klein LW. Agarwal lB. Ko’le of cardiac testing in an era of 
prolifemting technology and cost containment (editorial!. JI An Co!1 
C’ardiol 1987:9:1194-8. 



















WINTERS ET AL. 
TASK FORCE II 
Fuchs VR. The ‘rationing’ of medical care. N Engl J Med 1984:3ll: 
1572-3. 
Thurow LC. Learning to say ‘no.’ N Engl J Med 19B4:31 l:l569-72. 
American College of Physicians Ethics Committee. Position paper. In: 
ACP ethics manual. Part I. The patient; other physicians. Ann Intern Med 
19B9:ll l:245-52. 
25. Kinsella TD, Stocking CB. Failed communication about life-support 
therapy: silent physicians and mute patients. Am J Med 1989;86:643-4. 
26. Moore FD. The desperate case: CARE (costs, applicability, research, 
ethics). JAMA 1989:261:1483-4. 
27. Emanuel LL. Emanuel EJ. The medical directives: a new and compre- 
hensive advance care document. JAMA 1989;261:3288-93. 
Siegler M. Searching for moral certainty in medicine: a proposal for a new 
model of the doctor-patient encounter. Bull N Y Acad Med 1981:57:56- 
69. 
28. Hagen MD, Meyer KB, Parker SG. Routine preoperative screening for 
HIV. JAMA 1988:259:1357-9. 
Churchill LR. Reviving a distinctive medical ethic. Hastings Cent Rep 
19B9;19:28-34. 
Faden RR, Beauchamp TL. A History and Theory of Informed Consent. 
New York: Oxford University Press, 1986. 
President’s Commission for the Study of Ethical Problems in Medicine 
and Biomedical and Behavioral Research. The Ethical and Behavioral 
Research: The Ethical and Legal Implications of Informed Consent in the 
Patient-Practitioner Relationship. Vol. I and 3. Washington DC: US 
Government Printing Office, 1982. 
Mazur DJ. What patients should be told prior to a medical procedure. Am 
J Med 1986:81:1051-4. 
29. Zuger Z. Miles SH. Physician, AIDS. and occupational risk: historic 
tradition and ethical obligations. JAMA 1987;258:1924-8. 
30. Council on Ethical and Judicial Affairs. Council repoct: ethical issues 
involved in the growing AIDS crisis. JAMA 1988:25931360-91. 
? I. Stark FH. Physicians’ conflicts in patient referrals. JAMA 1989:262: 
397-B. 
32. Todd JS. Horan JK. Physician referrals-the AMA view. JAMA 1989; 
262:385-6. 
33. lnglehart SK. Health policy report: Canada’s health care system. N Engl 
J Med 1986:315:202-B. 
Faden RR. Enforcing informed consent requirements: form or substance. 34. Morrein EH. Conflicts of interest: profits and problems in physician- 
JAMA 1989:261: 1948-9. referrals. JAMA 1989:262:390-4. 
Applebaum PS. Lidz CW. Meisel A. Informed Consent: Legal Theory in 
Clinical Practice. New York: Oxford University Press, 1987. 
Kassirer JP. Adding insult to injury: usurping patients’ prerogatives. 
N Engl J Med 1983;308:898-901. 
35. Relman AS. Economic incentives in clinical investigation. N Engl J Med 
1989:320:933-4. 
36. Relman AS. Dealing with conflicts of interest. N Engl J Med 1985:313: 
749-5 I. 
Appiebaum PS, Roth LH. Patients who refuse treatment in the medical 
hospital. JAMA 1983:50:12%-1301. 
Brett AS. McCullough LP. When patients request specific intervention: 
definiig the limits of the physician’s obligations. N Engl J Med 1986:315: 
1347-51. 
37. Relman AS. Dealing with conflicts of interest. N Engl J Med 1984;310: 
1182-3. 
Graboys TB. Headley A, Lown B. Lampert S. BLt CM. Results of 
second-opinion program for coronary artery bypass surgery. JAMA 
1987;258:161 l-4. 
38. Kusserow RP. Financial arrangements between physicians and health 
care businesses. Washington DC: Office of Inspector General, Depart- 
ment of Health and Huma!- Services. May 1989. 
39. Hyman DA, Williamson JV. Fraud and abuse: setting the limits on 
physicians’ entrepreneurship. N Engl J Med 1989:320:1275-8. 
Connelly JE, Dallemura 
1988:260:1812-IS. 
S . Ethical problems in the medical office. JAMA 
Levinsky N’G. Fighting for life (editorial). J Am Geriatr Sot 1986:34: 
666-7. 
21. Novack DH. Detering BJ, Arnold R. Forrow L. Ladinsky M. Pezzullo 
JC. Physicians’ attitudes toward using deception to resolve dillicutt 
medical problems. JAMA 1989;261:2980-5. 
22. Lantos JD, Singer PA. Walker RM. et al. The illusion of futility in clinr,al 
practice. Am J Med 1989:87:81-4. 
23. Miles SH. Singer PA, Siegler M. Conllicls between patients’ wishes to 
forego treatment and the policies of health care facilities. N Engl J Med 
1989;321:48-50. 
24. Frauhl D. Oye RK. Bellamy PE. Attitudes of hospitalized patients toward 
life support: a survey of 200 medical inpatients. Am J Med 1989;86:645-8. 
JACC Vol. 16, No. I 
July 1990: 1-36 
40. Graboys TB. Conflicts of interest in the management of silent ischemia. 
JAMA 1989;261:216-7. 
41. Heaiy B, Campeau L, Gray R. et al. Conflict of interest guidelines for a 
multicenter clinical trial of treatment after coronary artery bypass-graft 
surgery. N Eugl J Med 1989;320:949-51. 
42. American Medical Association. Report of the council on ethical and 
judicial affairs: conflicts of interest update. Chicago: American Medical 
Association, June 1989. 
43. Kassirer JP. Our stubborn quest for diagnostic certainty, a cause of 
excessive testing. N Engl J Med 1989:320:1489-91. 
44. Niemira DA. Grassroots grappling: ethics committees ot rural hospitals. 
Ann Intern Med 1988;109:981-3. 
45. Sheriff DS. Literature in medical ethics. J R Sot Med 1988:8!:688. 
